METHODS
agent ( Ultravist 300; Bayer Schering, Berli n, Ger many) was admi nistered at a rate of 5ml/sec. HRCT wer e reconstructed using t he contrast enhanced acquisitions with 1.25 mm colli mation from the apex of the lung to the diaphragm.
Image analysis and interpretation: Scans were anal yzed by a chest radiologist blinded to haemodynamic parameters, clinical findings and outcome. The mutlislice CTPA i mages were reviewed on dedicated PACS wor kstations. A second radiologist independently anal ysed 50 random i mages.
Vascular changes: Pulmonar y arter y: aorta r atio (PA/Ao ratio) and the maxi mum depth of pericardial ef fusion were measured as previousl y described (9, 10) ( Fi gure 1). Reflux of contrast into the hepatic veins was assessed using fi ve grades of regur gitation [2] (Fi gure 2) . Inferior vena cava ( IVC) si ze was measured by calculating the cross sectio nal area of the IV C above the level of t he diaphragm, below the ri ght atrium.
Cardiac changes:
The maxi mum mid -transverse diameters of the r ight and left ventricular cavities were measured in the axi al plane at their widest points between the inner surfac es of t he free wall and the interventricular septum ( IV septum) ( Figure 3A ). This may lie at different levels. Using these measurements ratio of right to left ventricle ( RV/LV ratio) was obtained [3] . From the axial mid -chamber view, ri ght atrial lengt h was measured from t he centre of tricuspid annulus to the superior right atrial wall (figure 3B). The si ze of the ri ght atrium was also qualitativel y evaluated u sing a si mple 3 poi nt visual scale: mild, moderate and severe. Displacement of the IV septum was evaluated on a three -point scale as nor mal septum(i.e. convex toward the ri ght ventricle), flattened septum(straight) and deviated septum(i.e. convex toward th e left ventricle) [4] . Thickness of the right ventricular free wall was recorded from the axial i mages [5] .
Parenchymal and mediastinal changes: Gr ound glass opaci fication (GGO) was defined as increased opacity of the lung parenchyma without obscuring the pul monar y vessels or bronchi . When GGO was present the pattern was noted as centrilobular, panlobular homogenous, panlobular heterogenous according to Engeler et al [6] (Fi gur e 4) . The distribution and extent of GGO was recorded using a system described by Resten et al [7] as upper, lower or random and whether the distribution was random, subp leural or centr al.
CT scans were also assessed for the presence of fibrosis [8] , pleural effusions, mediastinal l ymphadenopathy(defined as the transverse l ymnphode diameter was greater than 10 mm), dilated bronchial collaterals (defined as transverse vessel diameter greater than 2 mm) [9] , septal lines [7] and oesophageal di latation.
Statistics:
Statistical analysis was perfor med using PASW Statistics v16(SPSS, Chicago, IL). Table 2 summarizes baseline hemodynamic and demographic characteristics for the 5 main subgroups of PAH. The data for the patients who had CT scanning available for review or perfor med within 3 months of r ight heart catheterisati on (292) was compared to the 442 patients for demographi c, functional and hemodynamic characteristics and there was no si gnificant difference between the two data sets.
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Survival results:
The maxi mal duration of follow up was 6 years with a mean follow -up of 3 years. 
TABLES:
